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A CASE  OF  PANCREATIC  CYST  TREATED  BY 
INCISION  AND  DRAINAGE,  WITH 
COMMENTS  * 


By  ALBAN  DORAN,  F.R.C.S., 

Surgeon  to  the  Samaritan  Free  Hospital. 


In  the  case  of  ovarian  cys'ts  in  the  early  days  of  ovariotomy 
there  were  at  least  two,  points  fairly  definite.  The  nature  of 
the  cyst  was,  as  a rule,  easy  to  determine,  at  least  anatomically. 
Its  removal  was  clearly  the  right  course  to  pursue,  whatever 
the  dangers  of  operation  might  be.  On  the  other  hand,  the 
precise  nature  and  relations  of  a pancreatic  cyst  are  not 
always  to  be  made  out  even  by  an  exploratory  operation,  nor 
is  it  certain  that  its  extirpation  is  always  justifiable  even  if 
practicable.  Drainage  after  incision,  disastrous  for  an  ovarian 
cyst,  seems  to  answer  well  when  the  cyst  is  connected  with 
the  pancreas. 

A patient  study  of  the  pathology,  diagnosis,  and  treatment 
of  the  disease  in  question  can  alone  ensure  progress  in  the 
right  direction.  Already  the  literary  records  of  pancreatic 
disease  within  the  past  twenty  years  have  grown  voluminous, 
and  the  whole  subject  cannot  be  discussed  satisfactorily  in 
one  memoir.  The  present  communication  will  therefore 
consist  simply  of  an  account  of  my  own  case,  with  comments 
on  its  principal  features  based  upon  the  experience  of  others. 

E.  H.,  aged  24,  single,  domestic  servant,  a patient  of  Dr. 
J.  Williams,  of  Connaught  Street,  W.,  was  admitted  into  my 
wards  at  the  Samaritan  Free  Hospital  on  May  21st,  1897,  on 
account  of  a prominent  abdominal  tumour.  To  all  appear- 
ances she  was  a cheerful,  well  nourished,  healthy-looking 
girl,  who  might  have  passed  for  18  or  19  years  of  age.  Her 
complexion  was  perfectly  clear,  free  from  sallowness,  jaun- 
dice, or  from  any  of  the  usual  signs  of  anaemia,  nor  did  her 
features  express  suffering.  Her  pupils  were  much  dilated, 
and  the  uvula  elongated.  The  pulse  was  84,  the  temperature 
normal  or  subnormal. 
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The  history  was  somewhat  at  variance  with  these  appear- 
ances. Four  years  previously  she  had  suffered  from  melan- 
cholia, and  the  affection  returned  a year  later,  lasting  over 
ten  months.  She  was  very  quiet  during  the  attacks,  but 
then,  as  in  hospital,  she  was  restless  at  night,  often  jumping 
out  of  bed  in  her  sleep.  No  history  of  any  fall  or  injury 
could  be  obtained,  but  it  is  clear  that  she  might  have  in 
jured  herself  under  the  above  circumstances. 

For  the  last  two  years  her  friends  noticed  that  the  abdo- 
men was  enlarging.  Nearly  eighteen  months  ago  she  had 
fits  of  spasmodic  pain  in  the  epigastrium  with  nausea,  but 
no  vomiting.  These  pains  gradually  became  more  frequent, 
though  not  very  violent,  and,  before  admission,  occurred, 
about  every  third  or  fourth  day.  She,  however,  gained 
rather  than  lost  flesh  and  her  mental  condition  greatly  im- 
proved. 


Fig.  i.— Sketoh  showing  range  of  mobility  of  pancreatic  cyst.  Author's 
case,  a.  Site  of  a bulging  soft  structure,  which  proved  to  be  the 
stomach. 

The  abdominal  tumour  was  remarkably  prominent,  and 
still  more  remarkably  movable.  Fig.  i shows  the  range  of  its 
mobility.  As  the  patient  lay  down  it  appeared  to  be  seated 
in  the  left  part  of  the  abdomen  superiorly,  reaching  the  left 
loin,  the  ribs,  and  the  umbilical  region  ; it  extended  to  about 
2 inches  beyond  the  vmiddle  line  to  the  right,  and  3 inches 
below  the  umbilicus.  It  could,  however,  be  pushed  to  the 
right  till  it  was  perfectly  central  in  position  ; then  there  was 
a clear  note  in  the  left  loin,  and  resonance  between  the 
tumour  and  the  liver. 

The  tumour  fluctuated  distinctly,  and  its  surface  felt  very 
smooth.  There  was  no  resonance  on  percussion,  excepting 
occasionally  in  the  course  of  the  first  week  in  hospital,  when 
a clear  note  could  be  obtained  over  a soft  prominence  on  the 
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lowest  limits  of  the  tumour  to  the  right,  ifc-was  evidently 
part  of  the  alimentary  canal,  and  proved  to  be  the  stomach. 

The  uterus  was  small  and  movable,  and  unconnected  with 
the  tumour.  I explored  the  pelvis  carefully,  as  I have  re- 
moved tumours  from  the  lumbar  and  hypochondriac  regions 
which  proved  to  be  ovarian  cysts  twisted  off  their  pedicles. 
The  urine  was  perfectly  normal,  nor  was  there  any  evidence 
of  any  hepatic  or  thoracic  disorder.  The  fseces  were  solid, 
fairly  dark,  and  never  pale. 

Altogether,  the  tumour  seemed  to  me  to  be  most  probably 
renal,  but  I thought  of  cysts  of  the  pancreas  and  transverse 
mesocolon.  Unfortunately,  the  clinical  history  of  spasmodic 
pain  in  the  epigastrium  was  not  obtained  till  after  the  opera- 
tion. The  patient  stoutly  declared  before  it  that  she  had  never 
suffered  from  any  pain.  Just  a day  before  the  operation  the 
history  of  two  attacks  of  melancholia  was  obtained.  When 
the  nature  of  the  tumour  was  made  clear,  Dr.  J.  Williams 
succeeded,  not  without  great  trouble,  in  getting  a complete 
clinical  history.  Not  knowing  the  above  history,  I did  not 
think  pancreatic  disease  very  probable. 

I strongly  object  to  paracentesis  incases  of  doubtful  tumour, 
for  I know  of  selected  “ dull  ” areas  proving  to  be  empty 
flattened-out  gut,  and  I dread  blood  vessels  and  papilloma. 
On  May  29th,  1897,  I made  an  exploratory  incision,  assisted 
by  Mr.  Targett,  beginning  close  below  the  umbilicus.  1 had 
to  enlarge  the  wound  freely,  upwards  and  downwards,  for  the 
first  object  I discovered  was  the  stomach  drawn  tightly  over 
the  front  of  the  cyst  anteriorly  and  inferiorly.  (Fig.  2.)  The 
lesser  omentum  was  stretched  over  the  upper  part.  The  great 
omentum  hung  from  the  lower  border  of  the  stomach,  freely 
downwards  ; its  vessels  were  extremely  dilated  and  tortuous. 
It  hung  down,  free  from  any  adhesions,  reaching  to  the  hypo- 
gastrium,  and  bore  much  fat ; the  transverse  colon  was  com- 
pletely below  the  cyst.  The  pelvic  organs  were  normal.  I 
passed  my  hands  up  behind  the  great  omentum,  and  found 
that  the  tumour  lay  too  high  to  be  tapped  below  the  level  of 
the  umbilicus.  I noticed  that  the  transverse  colon  could  be 
pushed  down ; in  fact,  the  transverse  mesocolon  was  cer- 
tainly not  opened  up,  nor  was  the  mesentery  involved. 

Having  divided  two  inches  of  the  lesser  omentum  on  the 
most  prominent  part  of  the  cyst,  I exposed  a distinct  wall, 
and  there  was  no  trace  of  clot.  By  aid  of  an  aspirator,  44 
ounces  of  fluid  were  drawn  off.  This  fluid  was  opaque,  greasy, 
ochreous,  and  free  from  odour.  The  Clinical  Research  Asso- 
ciation examined  the  fluid,  and  sent  me  the  following  report 
(Mr.  Targett  carefully  searched  for  hooklets,  but  could  find 
none,  nor  was  there  any  trace  of  old  hydatid  membrane) : 

“July  1 8 th,  1897.  This  fluid  is  faintly  alkaline,  of  a dark- 
straw  colour;  specific  gravity  ion,  free  from  odour;  it  con- 
tains a considerable  quantity  of  albumen.  On  standing,  an 
oily  substance  formed  on  the  surface,  consisting  of  fat  and 
cholesterine  crystals.  There  was  also  a crystalline  precipi- 
tate which  proved  to  be  insoluble  in  alcohol,  chloroform,  or 
ether,  and  was  certainly  not  fatty  in  nature.  In  appearance 
the  crystals  suggested  tyrosin,  but  did  not  give  the  reaction 
of  this  substance  ; the  quantity  was  too  small  for  identifica- 
tion. On  microscopical  examination,  no  hairs  or  other  cha- 
racteristic elements  were  found. — G.  H.  Wells,  Secretary.” 

Fixing  a T-forceps  on  the  puncture  in  the  cyst,  now  well 
collapsed,  I searched  with  my  hand  above  and  to  right  and 
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left  of  the  cyst.  There  were  no  adhesions,  the  kidneys  and 
spleen  could  be  felt,  the  diaphragm  was  not  involved,  the 
liver  and  gall  bladder  were  quite  healthy.  The  base  of  the 
cyst  did  not  reach  either  loin,  but  was  incorporated  with  a 
wide  area  of  the  pancreas  immediately  to  the  left  of  the  head. 
I cautiously  attempted  to  enucleate  the  cyst  around  the 
puncture,  but  big  veins  soon  appeared,  and  I thought  it  best 
not  even  to  excise  a portion  of  the  cyst  wall.  As  I found  that 
it  sprang  from  the  pancreas,  and  that  no  pedicle  could  be 
formed  as  in  certain  cases  where  a pancreatic  cyst  has  been 
successfully  excised,  I not  c^tomplate  the  total  removal 

2. 


of  the  tumour^vA/ 


I determined  upon  thorough  drainage,  with  precautions. 
I sewed  the  parietal  peritoneum  and  the  cut  borders  of  the 
lesser  omentum  to  the  cyst  wall  around  the  puncture,  using 
No.  i China  twist.  I passed  deep  silkworm-gut  sutures  into 
the  abdominal  wound  above  and  below  the  cyst,  tied  them, 
and  trimmed  away  the  umbilical  cicatrix.  To  make  sure  that 
the  cyst  was  held  secure,  and  acting  on  a suggestion  of  Mr. 
Targett’s,  I passed  a No.  4 silk,  both  above  and  below  the 
puncture,  through  all  the  layers  of  the  wound,  the  lesser 
omentum  and  the  cyst  wall,  and  tied  the  two  silks. 
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Lastly,  the  T-lorceps  was  taken  off,  the  puncture  enlarged, 
and  a 6- inch  glass  drainage  tube  passed  into  the  cavity  of  the 
cyst.  This  tube  passed  backwards  and  also  very  much  up- 
wards, as  the  stomach  pressed  on  the  under  surface  of  the 
emptied  cyst;  The  wall  of  the  cyst  was  tough,  and  about  an 
eighth  of  an  inch  thick,  its  outer  surface  pale  yellow,  its 
inner  looked  dull  red  and  spongy,  but  was  not  vascular.  The 
wound  was  now  dressed,  and  the  patient  returned  to  bed. 


After-Treatment. 

The  patient  went  on  very  well  after  the  operation,  but 
gave  some  trouble,  owing  to  two  complications.  An  attack 
of  tonsillitis  and  urticaria  set  in  at  the  end  of  the  first  week, 
when  the  weather  was  intensely  hot,  but  soon  subsided,  the 
temperature  never  rising  higher  than  ioo.6°.  More  serious 
was  the  great  restlessness  during  sleep,  an  old-standing 
nervous  symptom.  When  awake,  the  patient  was  remarkably 
quiet  and  obedient ; directly  she  fell  asleep,  excitement  set 
in,  and  she  tried  to  slip  out  of  bed.  Her  brother  informed 
us  that  he  was  troubled  in  the  same  way  after  an  operation 
for  hernia,  and  he  seems  to  have  been  a somnambulist  from 
childhood. 

Owing  to  the  restlessness,  I removed  the  glass  tube  on  the 
second  day,  and  replaced  it  by  6 inches  of  red  rubber  tubing. 

From  first  to  last  there  was  free  discharge  from  the  cavity  of 
the  cyst,  staining  the  dressings  ; for  a day  or  two  after  the 
operation  it  was  pinkish  and  turbid,  but  for  two  weeks  after- 
wards it  appeared  as  a colourless,  slightly  viscid,  alkaline 
fluid  like  saliva.  According  to  two  reports  prepared  for  me 
by  the  Clinical  Research  Association,  this  colourless  fluid 
had  an  extremely  well-marked  amylolytic  power.  Towards  the 
end  of  the  month  the  fluid  got  mixed  up  with  discharge  from 
the  granulations  in  the  integument  around  the  drainage  track, 
and  hence  could  not  be  satisfactorily  analysed. 

Although  there  was  much  urticaria  on  the  chest  and  hypo- 
gastrium  at  the  beginning  of  the  second  week,  the  skin 
round  the  drainage  tube  never  showed  any  signs  of  irritation. 

The  treatment  consisted  in  washing  out  the  cavity  daily 
with  a 1 in  20  solution  of  sulphurous  acid.  After  the  middle 
of  the  second  week  the  patient  rapidly  gained  flesh.  She  was 
discharged  on  July  7th,  1897.  The  abdominal  wound  had 
united  well ; it  was  4 inches  long.  The  drainage  track,  opened 
nearly  3 inches  below  the  ensiform  cartilage,  and  was  about 
3!  inches  deep.  The  temperature  had  been  quite  normal  for 
three  weeks,  and  the  patient  was  strong  and  able  to  walk 
about.  There  was  still  enough  daily  discharge  to  soak 
through  two  layers  of  gauze  and  stain  the  strapping  laid  over 
them.  A short  piece  of  tubing  was  left  in  the  orifice  of  the 
track,  which  I thought  advisable  to  keep  open  for  awhile. 

At  the  end  of  November  the  patient  was  in  excellent 
health  and  had  grown  stout.  The  discharge  during  the  first 
fortnight,  which  she  spent  at  home,  had  been  very  scanty 
and  thick,  owing  to  pus  from  the  granulations  around  the 
drainage  track  in  the  parietes.  Once  or  twice  a week  a few 
drops  of  clear  fluid  issued  from  the  track.  /The  last  occasion  J /? 

on  which  I examined  the  abdomen  was  November  17th.  The 
cicatrix  was  strong,  the  epigastrium  concave,  and  no  trace  //>/?  ,P 
of  any  tumour  could  be  felt  on  palpation.  The  integuments  ' ' 

showed  no  sign  of  irritation.  Having  described  the  case,  I 
will  now  discuss  its  principal  features  of  interest.^  . yt-  y , 
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Age  of  the  Patient. 

The  patient  in  this  case  was  of  an  age  at  which  pancreatic 
cystic  disease  is  relatively  frequent— indeed,  a quarter  of  over 
100  recorded  cases  occurred  in  men  or  women  between  20  and 
30  years  old.  The  oldest  case  was  76  (Stieda).1  On  the  other 
hand  the  youngest  patient,  who  was  under  the  charge  of 
Or.  Railton,  of  Manchester,  was  a female  infant  6 months  old. 
The  tumour  in  this  instance  was  a true  cyst  springing  from 
the  tail  of  the  pancreas  ; its  wall  was  thick  and  tough.  The 
youngest  patient  submitted  to  operation  was  a boy  under  4 
years  of  age  (Schoenborn,  see  Heinricius).  He  recovered 
after  incision  and  drainage  with  iodoform  gauze. 

Dilatation  or  Contraction  of  Pupils. 

The  pupils  were  much  dilated  before  and  after  the  opera- 
tion. In  Treves’s  case  they  were  contracted  almost  to  pin- 
holes before  the  abdomen  was  opened,  and  remained  so  for  a 
fortnight  afterwards,  just  as  though  the  patient  were  under 
morphine.  Theodore  Fisher,  however,  doubts  whether  the 
tumour  in  this  case  was  a true  pancreatic  growth  and  not  a 
peritoneal  sanguineous  cyst.  I cannot  find  any  more  facts 
of  general  value  in  respect  to  this  question  of  the  pupil  in 
the  disease  under  consideration. 

Absence  of  Glycosuria. 

The  urine  was  perfectly  normal  before  and  after  operation. 
I have  no  time  to  dwell  on  that  deep  physiological  question 
— the  relation  of  diabetes  to  pancreatic  disease.  Sugar  may 
be  absent  in  the  urine  when  much  of  the  pancreas  is  taken  up 
by  the  cyst.  On  the  other  hand,  Horrocks,  of  Bradford, 
recently  observed  glycosuria  in  a man,  aged  56,  who  died  of 
exhaustion.  A large  cyst  occupied  the  site  of  the  pancreas  ; 
no  normal  glandular  tissue  could  be  found,  and  the  duct  of 
Wirsung  could  not  be  entered  by  a probe.  At  the  duodenal 
end  of  the  cyst,  however,  a stone  of  the  size  of  a pigeon’s  egg 
was  felt  loosely  impacted  in  the  contiguous  common  bile 
duct.  Churton’s  case  of  pancreatic  cyst  with  diabetes  is 
better  known.  Very  remarkable  is  Zweifel’s  experience.  In 
his  patient  the  urine  was  free  from  sugar  when  first  examined, 
then  he  removed  the  pancreatic  cyst.  On  the  eleventh  day 
sugar  appeared  in  the  urine  and  did  not  disappear  for  three 
weeks.  In  my  own  case  the  faeces  throughout  seemed 
healthy.  The  pulse,  84  before  operation,  was  usually  about 
96  during  convalescence.  Perhaps  the  relative  slowness 
before  the  cyst  was  emptied  was  due  to  irritation  of  the  vagus 
from  pressure  on  the  solar  plexus.  There  was  never  any  dis- 
like to  fats  or  any  other  article  of  diet. 

Injury  as  a Cause  of  the  Disease:  Epigastric  Pain  as  a 
Diagnostic  Feature. 

The  history  of  melancholia  is  of  interest,  as  depression  is 
noticed  in  cystic  disease  of  the  pancreas.  The  chief  import- 
ance of  this  complication,  in  my  own  case,  lies  in  the  possi- 
bility of  injury  during  one  of  the  attacks  of  restlessness  from 
which  the  patient  suffered  at  the  same  time.  The  relation  of 
pancreatic  cysts  to  injuries  of  the  pancreas  is  well  known,  but 
time  will  not  allow  me  to  discuss  it.  I failed  to  trace  any 
history  of  direct  violence  as  is  common  in  the  blood  cysts  of 
the  lesser  cavity  of  the  peritoneum,  so  well  described  by 
Theodore  Fisher  and  Jordan  Lloyd. 
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On  the  testimony  of  her  relatives  the  patient  suffered  from 
fits  of  spasmodic  pain,  as  I have  stated.  She  denied  that  she 
ever  suffered,  and  it  was  not  till  after  the  operation  that  I, 
with  the  assistance  of  Dr.  J.  Williams,  learnt  the  truth.  Her 
declaration  that  there  had  been  no  pain  misled  me.  We  know, 
however,  that  pancreatic  cysts  do  not  always  cause  marked 
pain.  On  the  other  hand,  other  rare  tumours  in  the  upper 
and  middle  part  of  the  abdomen  are  painful.  In  the  case  of 
Gooding  of  Cheltenham  (a  cyst  of  the  great  omentum)  there 
was  sickness  and  occasional  vomiting  after  meals,  and  a great 
deal  of  shooting  and  aching  pain  in  and  about  the  tumour. 
Precisely  the  same  symptoms  have  been  noted  in  patients 
with  pancreatic  cysts. 

The  patient  had  gained  flesh  shortly  before  the  operation, 
which  in  itself  would  seem  remarkable,  since  the  cyst  had  a 
broad  attachment  near  the  head,  and  was  of  considerable  size. 
Emaciation  is  seen  under  such  circumstances,  and  is 
observed  when  a large  blood  cyst  presses  on  the  pancreas.  I 
will  dwell  no  longer  on  this  symptom,  however,  as  I think  it 
of  little  value  in  this  case.  The  gain  of  flesh  was  due  no 
doubt  to  the  disappearance  of  the  mental  depression  which 
had  troubled  her  previously. 

Broad-based  Tumours  may  Feel  Movable  : Fluctuation. 

The  tumour  could  be  moved  laterally,  yet  its  base  was  fairly 
broad,  and  there  was  no  pedicle.  Similar  lateral  mobility, 
however,  is  seen  in  perfectly  sessile  broad  ligament  cysts, 
which  rise  high  out  of  the  pelvis,  especially  when  they  are 
not  very  tense.  The  majority  of  pancreatic  cysts  appear  to  be 
movable.  Fluctuation  was  marked,  and  Heinricius  finds  that 
this  symptom  is  the  rule,  though  Treves  declares  that  “ fluc- 
tuation is  very  seldom  to  be  obtained*.” 

Tapping  Objectionable,  even  for  Diagnosis. 

I repeat  that  I strongly  object  to  paracentesis  in  cases  of 
doubtful  abdominal  tumour.  I have  seen  fatal  results  even 
where  the  greatest  skill  and  care  had  been  at  the  patient’s 
disposal.  Experience  shows  that  should  the  tumour  prove  to 
be  a pancreatic  cyst,  the  danger  is  considerable.  Ohurton 
demurs  to  treatment  by  incision  in  diabetic  cases,  and  prefers 
aspiration,  “even  if  requiring  repetition.”  “ Diabetic  pa- 
tients,” he  writes,  “ are  more  likely  to  become  a prey  to  septic 
infection,  as  happened  in  the  present  case.”  I cannot  agree 
with  such  an  opinion.  Dr.  Ohurton’s  case  lived  a year  after 
incision  of  the  cyst.  On  the  other  hand,  I should  feel  inclined 
to  leave  alone  altogether  one  of  these  diabetic  cases — at  least, 
until  Dr.  Churton  or  some  other  able  physician  had  cured  the 
diabetes.  Again,  in  Karewsk£’s,  Le  Dentu’s,  and  Jacobson’s 
cases  the  stomach  was  inadvertently  perforated  by  the  aspir- 
ator. Such  an  accident  is  best  avoided,  even  when  we  know 
that,  as  in  Annandale’s  case,  aspiration  may  ensure  accurate 
diagnosis.  Escape  of  cyst  contents  may  cause  severe  sym- 
ptoms, as  in  the  case  of  McPhedran  (Toronto),  where  an  incision 
was  made  and  the  abdominal  wound  closed  without  drainage 
— a practice  even  more  dangerous  in  cases  of  this  disease  than 
aspiration.  Senn’s  theory — that  normal  pancreatic  juice  can- 
not hurt  the  peritoneum-  -does  not  apply  here,  for  the  juice  is 
seldom  if  ever  normal  in  the  cyst,  though  it  often  becomes  so 
after  draining. 
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Dilatation  of  Vessels  of  Great  Omentum. 

The  extreme  dilatation  of  the  vessels  of  the  great  omentum, 
entirely  below  the  tumour,  was  remarkable.  Theodore  Fisher 
has  already  noted  that  they  are  often  enlarged  in  pancreatic 
cystic  disease,  and  in  cases  of  blood  cysts  of  the  lesser  peri- 
toneal cavity  (Jordan  Lloyd,  Case  2).  On  the  other  hand,  ' a 

cysts  of  the  great  omentum  do  not  appear  to  cause  dilatation  ™ 

of  its  vessels.  There  was  no  dilatation  in  Simon’s  case,  in 
Sir  Spencer  Wells’s  case  (where  I assisted),  nor  in  Dr.  Ban- 
tock’s,  which  I described  sixteen  years  since ; nor  is  this 
condition  noted  in  Gooding’s,  Ormsby’s,  or  Hearn’s  cases. 


F,g- 


Fig.  3. — Parts  exposed  at  operation.  Von  Hacker’s  case  (after 
Hersehe).  The  transverse  colon  (T.  0.)  lies  on  the  top  of  the 
cyst  (Cy.),  which  is  invested  in  front  by  the  descending  layer  of 
the  transverse  mesocolon.  The  small  intestines  (8.  Int.)  are  seen 
below  the  cyst.  (See  Fig.  7). 


,/n  Hearn’s  and  Ormsby’s/  the  cyst  was  multilocular  (indeed 
there  was  solid  matter  in  Ormsby’s  cyst)7ahe  vessels  were 
probably  dilated  to  a certain  extent.  In  my  case  of  pancreatic 
cyst,  the  great  omentum  was  otherwise  quite  healthy.  Jtrdoes  £'*<*'  /***&*■ 
not  become  liable,  when  a pancreatic  cyst  develops,  to  dis- 
seminated fat  necrosis  such  as  Korte  has  seen  in  suppurative 
pancreatitis. 


- 
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Surgical  Importance  of  Defining  Peritoneal  Relations. 

The  relation  of  the  cyst  to  the  adjacent  peritoneal  folds  is 
one  of  the  most  interesting  features  in  cases  of  this  kind ; 
but  as  a general  subject  it  is  so  well  known  that  I need  not 
dwell  on  previous  experience  at  any  length.  Hersche  in  his 
commentary  on  von  Hacker’s  case  (Fig.  3)  gives  the  best 
description  of  the  different  ways  in  which  a pancreatic  cyst 
may  displace  the  peritoneum. 

First,  the  cyst  may  project  into  the  lesser  cavity  of  the 
peritoneum,  pushing  forward  the  lesser  omentum.  The 


Fig  4 


stomach  will  then  lie  on  the  lower  part  of  the  front  of  the 
cyst2  (Fig.  4).  This  is  the  highest  position,  in  respect  to 
peritoneal  folds,  that  a pancreatic  cyst  can  occupy,  and  it  is  a 
rare  position.  Hersche  and  .Heinricius  can  only  find  a few 
examples  (Riegner,  Karewsk*).  My  own  case  comes  in  this 
class.  A\  hat  settled  the  class  in  the  case  under  discussion 
was  the  fact  that  not  only  did  I see  the  lesser  omentum  and 
stomach  on  the  face  of  the  cyst,  but  I found  the  upper  part  of 
the  great  omentum  (“  gastro-colic  ligament”)  hanging  freely 
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from  the  lower  border  of  the  stomach,  which  precisely  corre- 
sponded to  the  lower  border  of  the  cyst,  and  I noted  that  the 
transverse  meso-colon  passed  entirely  under  the  tumour. 

More  frequently,  when  the  lesser  cavity  is  occupied  by  the 
cyst,  the  great  omentum,  especially  its  gastro-colic  portion, 
is  stretched  forwards,  then  the  stomach  lies  on  the  upper  part 
of  the  front  of  the  cyst  (Fig.  5,  McPhedran’s  case).  Some- 
times the  transverse  mesocolon  is  opened  up.  Then,  as 
Hersche  has  lucidly  demonstrated,  if  the  layers  be  opened  up 
evenly,  the  colon  must  lie  across  the  middle  of  the  cyst.  He 
notes,  however,  that  experience  shows  that  the  layers  tend  to 
get  opened  very  unevenly.  Then  when  the  upper  layer  of  the 


F.g5. 


case. 

transverse  mesocolon  is  invaded,  the  transverse  colon  must 
lie  on  the  lower  part  of  the  front  of  the  cyst  (Salzer’s  case, 
Fig.  6) ; if  the  lower  layer  be  principally  involved,  the  colon, 
as  in  von  Hacker’s  case,  will  be  found  on  the  upper  part  of 
the  front  of  the  cyst  (Fig.  7).  This  latter  form,  as  Hersche 
shows,  is  rare.  Lastly,  the  lowest  position  for  the  cyst  is  in 
the  general  peritoneal  cavity  below  the  lower  layer  of  the 
transverse  mesocolon  (Fig.  8).  Heinricius  declares  that  his 
second  case  was  of  this  class  ; in  another  instance  (Shattook 
and  Bernard  Pitts)  the  true  mesentery  invested  the  front 
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of  the  cyst.  The  colon  and  its  mesentery  lay  free  from  the 
cyst  and  far  above  it,  as  in  my  case  they  lay  free  from  the 
cyst  and  well  below  it.  Thus  Hersche’s  simple  demonstra- 
tion will  always  aid  the  operator  if  he  bear  it  in  mind,  and 
will  make  much  handling  unnecessary. 

The  relations  of  the  cyst  to  the  peritoneum  anteriorly  were 
very  evident  in  my  case.  As  to  posterior  relations,  I suspect 
ihat  growths  of  this  kind  sometimes  burst  through  the  peri- 
toneum in  front  of  the  pancreas  so  that  their  outer  wall  lies 
free  in  the  lesser  peritoneal  cavity.  Korte  and  others  have 
shown  that  rupture  of  the  peritoneum  seems  common  when 
effusions  due  to  pancreatitis  (Korte)  or  haemorrhage  (Jordan 
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Fig.  6.  Pancreatic  cyst,  chiefly  invested  by  the  upper  or  ascending 
layer  of  the  transverse  mesocolon.  The  colon  lies  low  on  the 
anterior  surface  of  the  cyst.  (Salzer’s  case). 

Lloyd)  near  the  pancreas  press  forwards.  Very  probably  a 
cyst  sets  up  inflammatory  irritation  at  first,  and  then  per- 
forates the  peritoneum.  This  would  account  for  the  occa- 
sional freedom  of  the  ascending  layer  of  the  transverse  meso- 
colon from  any  part  of  the  cyst,  as  I observed  at  my  own 
operation.  Let  us  remember  the  relation  of  the  body  of  the 
pancreas  to  that  fold,  and  also  bear  in  mind  Hersche’s  demon- 
stration that  the  same  layer  has  been  known  to  form  the 
capsule  of  the  cyst,  the  colon  being  then  stretched  over  the 
lower  part  of  the  cyst  wall.  It  is  difficult  to  see,  then,  how 
a cyst  could  avoid  pushing  forwards  the  ascending  layer  of 
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the  transverse  mesocolon  unless  it  perforated  the  peritoneum, 
actually  in  contact  with  the  pancreas,  at  a very  early  stage  of 
its  development.  A cyst  might  push  forward  the  peritoneum 
above  the  pancreas  if  it  arose  entirely  from  the  upper  margin 
of  that  gland,  but  in  my  case  the  cyst  was  fixed  by  a broad 
attachment  to  the  anterior  aspect  of  the  pancreas. 

The  Wall  of  the  Cyst. 

I have  little  or  no  doubt  that  the  wall  of  the  cyst  was  a 
true  wall,  and  not  a product  of  inflammation.  I did  not  cut 
away  a portion  for  microscopic  examination,  as  I was  specially 
anxious  not  to  let  a drop  of  fluid  escape  into  the  peritoneal 
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Fig.  7.— Pancreatic  cyst,  chiefly  invested  by  the  lower  or  descending 
layer  of  the  tranverse  mesocolon.  The  colon  lies  high  on  the 
anterior  surface  of  the  cyst.  (Von  Hacker’s  case  ; see  Fig.  3.) 


oavity.  We  all  know  that  these  cyst  walls  sometimes  contain 
pancreatic  glandular  tissue,  a proof  that  they  arise  from  the 
pancreas  and  not  from  organisation  of  lymph  around  blood 
, y after  injury,  or  inflammatory  products  after  pancreatitis. 

i/ts  The  cyst  wall  meat  likely  carries  manWkcini  along  with  it  as 
/ > it  grows.  In  this  way  we  can  understand'  why  it  is  often  cured 


. y,  by  drainage,  which  would  only  stimulate  the  growth  of  neo- 

A^^lastic  glandular  tissue  in  a cyst  wall.  In  Pearce  Gould’s 


second  case,  evidently  malignant,  this  kind  of  growth  possibly 
existed.  But  the  experience  of  draining  and  of  extirpation 
shows  that  pancreatic  cysts  are  usually  of  a simple  type,  and 
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therefore  destitute  of  elements  with  proliferating  power.  The 
traces  of  glandular  tissue  detected,  by  Cibert,  lleinricius,  and 
others  may  be  pathologically  similar  to  the  Wolffian 
elements  which  von  Recklinghausen  detected  in  the  walls  of 
the  .fallopian  tube  and  uterus  in  very  old  subjects.  They  are 
foetal  relics  which  probably  exist  in  all  women,  yet  rarely 
burst  into  growth.  The  glandular  tissue  in  the  wali  of  a pan- 
creatic cyst  probably  lies  latent  in  the  same  way,  though 
something  more  than  a foetal  relic. 

The  microscope  has  been  so  freely  used  by  competent 
authorities  that  the  pancreatic  origin  of  the  cyst  wall  itself 
cannot  be  doubted.  Hence  I need  dwell  no  further  on  the 

Fig  8. 


pathology  and  causation  of  these  cysts  as  compared  with 
sanguineous  effusions,  merely  observing  (since  peritoneal 
relations  are  so  important  to  the  surgeon)  that  neither  can 
open  up  the  layers  of  the  great  omentum  in  an  adult,  as 
some  writers  seem  to  believe,  since  those  layers  are  obliterated 
early  in  life. 

Lumbar  Drainage  not  always  Practicable. 

The  base  of  the  cyst,  in  my  case,  did  not  reach  either  loin. 
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Thus  it  would  have  been  useless  to  tap  or  drain  through  the 
loin,  as  Pearce  Gould  and  others  have  done.  In  Gould’s  case, 
where  the  patient  was  of  the  same  age  as  mine,  the  tumour, 
which  had  no  defined  cyst  wall,  projected  in  the  lumbar 
region.  Gould  recommends  drainage  from  the  loin  whenever 
the  cyst  can  be  easily  pushed  to  below  the  twelfth  rib,  but  it 
should  be  first  explored  from  the  front,  and  R.  Leith,  who 
gives  valid  reasons  for  preferring  lumbar  drainage  as  a rule, 
admits  that  anterior  incision  and  drainage  are  good  in 
movable  cysts  which  come  well  forward. 

On  Defining  Attachment  of  Cyst  at  Operation  : 
Question  of  Calculi. 

The  base  of  the  cyst  was  sessile,  involving  the  body  of  the 
pancreas  immediately  to  the  left  of  the  head.  About  a 
quarter  of  the  recorded  cases  are  thus  inserted,  the  great 
majority  being  attached  to  the  tail  (Nimier).  I explored  the 
cyst  from  outside,  and  easily  made  out  its  relations.  I did 
not  deem  it  safe  to  examine  the  interior.  The  insertion  of  a 
pancreatic  cyst  is  often  easily  definable  from  without  (Steele 
of  Chicago  and  others),  whilst  searching  from  within  for  a 
calculus  (Roswell  Park)  is  barely  worth  the  risk.  In  the 
Bernard  Pitts  and  Shattock  case  the  calculi  lay  in  a loculus, 
not  in  a duct  opening  into  the  cyst— the  ideal  theoretical 
position  for  obstruction.  Let  it  be  remembered  that  even  in 
a necropsy  the  relation  of  a pancreatic  cyst  to  the  normal  duct  is 
often  difficult  to  demonstrate.  In  Railton’s  infant  nothing  more 
was  found  than  a dimpling  of  the  inner  surface  of  the  cyst 
at  the  site  of  attachment  to  the  pancreas.  In  M^rigot’s  well- 
known  case,  where  a blood  cyst  primarily  or  otherwise  con- 
nected with  that  organ  absorbed  part  of  its  body  by  pressure, 
“the  principal  pancreatic  duct  was  longitudinally  incised, 

and  then  found  to  disappear  in  the  wall  of  the  tumour 

where  it  was  lost.”3  These  conditions  could  not  be  detected 
by  any  amount  of  searching  inside  a cyst  at  an  operation. 
In  Durante’s  case  the  cause  of  obstruction  was  an  ascaris  in 
Wirsung’s  duct,  but  it  was  not  discovered  till  after  death.4 
An  ascaris  might  easily  escape  the  most  careful  search  at  an 
operation,  besides  experience  shows  that  the  cause  of  ob- 
struction was  quite  exceptional  in  this  case.  Above  all, 
pathology  teaches  that  this  calculus  hunting,  recommended 
in  some  systematic  works,  is  a wild-goose  chase.  Mr.  Targett, 
as  well  as  Drs.  Goodhart  and  Theodore  Fisher,  are  all  op- 
posed to  the  theory  that  a pancreatic  cyst  is  usually  due  to 
blocking  of  a duct  by  any  agency.  On  the  other  hand,  the 
risks  of  handling  the  interior  of  a pancreatic  cyst  are  not 
visionary,  for  it  is  liable  to  slough  (Wolfler,  Karewski 
Hersche).6 

Objections  to  Total  Removal  of  Sessile  Pancreatic  Cysts. 

Finding  that  the  base  of  the  cyst  had  a broad  attachment 
to  the  body  of  the  pancreas  near  the  head  and  no  pedicle,  I 
did  not  attempt  the  total  removal  of  the  tumour.  I objected 
to  face  the  self-evident  risks  of  a radical  operation  when  I 
knew  that  drainage  answers  very  well,  and  is  attended  with 
little  peril. 

1 he  surgeon  must  not  in  dealing  with  these  purely  cystic 
tumours  dwell  too  much  on  cases  of  solid  growths  of  the  pan- 
creas, which  have  been  successfully  removed  by  Kendler, 
Ruggi,  and  possibly  Pearce  Gould.  The  tumour  in  the  latter 
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case  is  now  in  the  College  of  Surgeons  (Pathol.  Series,  2354  C), 
but  was  apparently  confined  to  the  lesser  omentum.0  These 
solid  tumours,  if  not  left  alone  altogether,  must  be  taken 
away.  Krdnlein  removed  very  rightly  an  angio-sarcoma  “ as 
big  as  a fist.”  The  patient  did  well  for  a few  days,  but  died 
on  the  seventh  from  gangrene  of  the  transverse  colon  due  to 
ligature  and  division  of  the  colica  media  artery  near  its  roots. 

Extirpation  of  a cyst  of  the  pancreas  is,  on  the  other  hand, 
not  essential  to  cure.  Poncet  admits  that  his  own  successful 
experience  was  not  encouraging,  and  in  that  case  the  base 
was  attached  to  the  tail  of  the  pancreas,  the  most  favourable 
position  for  a radical  operation.  Seven  pairs  of  forceps  were 
left  projecting  from  the  abdominal  wound,  besides  another  of 
larger  size  fixed  to  the  pedicle.  On  the  second  day  the  seven 
were  removed.  On  relaxing  the  big  forceps  blood  freely  rose 
out  of  the  wound,  so  it  was  tightened  again  and  the  bleeding 
ceased.  It  was  removed  on  the  seventh  day,  and  free  discharge 
of  foetid  pus  followed.  On  the  fifteenth  day  the  temperature 
was  104°,  and  not  till  a day  later  could  the  Mikulicz  drain, 
inserted  at  the  operation,  be  removed,  as  the  least  handling 
set  up  dangerous  bleeding. 

Another  latter-day  operator,  Heinricius,  of  Helsingfors, 
who  has  twice  successfully  removed  a pancreatic  cyst,  frankly 
admits  that  the  operation  is  not  always  practicable  or  justifi- 
able. In  his  first  case  the  base  of  the  cyst  stretched  like  a 
pedicle  from  the  pancreas,  and  was  treated  as  such  by  double 
transfixion  with  stout  silk  and  divided,  leaving  on  retraction 
a cut  surface  as  large  as  a florin.  In  the  second  the  patient 
was  pregnant,  and  the  tumour  diagnosed  as  ovarian.  After 
enucleation  from  its  peritoneal  capsule,  the  base  was  found 
inserted  on  to  the  pancreas.  It  was  ligatured  with  silk  and 
divided  ; then,  as  the  pancreas  fell  back,  severe  haemorrhage 
took  place  from  several  points  in  its  tissue , and  ligatures 
had  to  be  applied  by  means  of  curved  needles  (JJvistechung ). 
The  risk  of  this  necessary  manoeuvre  is  self-evident  to  all 
who  remember  the  relations  of  the  pancreas.  The  patient 
recovered,  and  was  delivered  of  a live  child  five  months  later. 
In  Paul  Eve’s  (of  Nashville)  case,  which  must  be  studied  from 
the  original  report,  “a  short  pedicle  was  found  attached  to 
the  body  of  the  pancreas  close  to  the  head  of  this  organ.” 
The  transverse  colon  and  mesocolon  were  torn.  The  pedicle 
wasy^asily  treated  by  a Staffordshire  knot,  and  a portion  of  the 
pancreatic  substance  removed  with  the  pedicle.  There  was/ 
little  or  no  haemorrhage  during  this  operation,  and  no  other1 
ligatures  were  required.”  The  omentum  was  fixed  to  the 
denuded  colon.  Recovery  was  rapid.  The  extirpated  cyst 
grew  from  the  tail  of  the  pancreas — a favourable  position,  in 
cases  where  the  operators  were  Poncet,  De  Wildt,  Zweifel, 
Clutton,  Mikulicz,  and  others.  My  colleague,  Mr.  Malcolm, 
will  presently  report  a case  of  this  kind.  Kosinski’s  case  is 
imperfectly  reported. 

The  danger  of  extirpation  lies  chiefly  in  the  size  and  at  the 
same  time  the  difficult  accessibility  of  the  important  blood 
vessels  lying  near  the  pancreas.  What  happened  in  Kron- 
lein’s  case  might  occur  in  removal  of  a cystic  tumour.  In 
one  of  Mikulicz’s  two  cases  the  splenic  artery  was  incor- 
porated with  the  cyst  wall  and  had  to  be  divided  and 
ligatured.  De  Wildt  had  to  tie  the  splenic  vein,  which 
proved  difficult.  Bozeman  had  a relatively  easy  experience  ; 
the  artery  in  the  pedicle  was  as  large  as  the  brachial,  but  was 
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secured  in  the  pedicle  ligature,  no  other  ligature  being 
required.  In  Mr.  Clutton’s  well-known  case,  where  a portion 
of  the  pancreas  had  to  be  excised  with  the  cyst,  “ the  cut 
surface  of  the  gland  required  many  ligatures  to  arrest 
bleeding,  and  even  then  it  continued  to  ooze,  apparently  on 
account  of  its  friable  nature,  which  made  it  difficult  to  apply 
a ligature  without  tearing  some  of  the  surrounding  tissue.” 

In  Billroth’s  case  both  the  splenic  artery  and  vein  were  tied, 
and  the  patient  died  on  the  tenth  day. 

Now,  it  is  questionable  whether  the  surgeon  ought  to  per- 
form an  operation  where  the  splenic  artery  may  have  to  be 
tied  whilst  simple  drainage  answers  so  well.  The  artery, 
however,  can  be  seen,  though  it  lies  so  deep  in  the  abdomen. 
Unfortunately  free  bleeding  from  the  surface  of  the  pan- 
creas required  in  several  of  these  cases  ligature  by  means 
of  curved  needles.  This  practice  ( Umstechung ),  so  valuable 
in  pelvic  surgery,  is  not  always  safe  even  in  the  pelvic 
region,  for  the  ureter  may  be  tied  and  large  vessels  wounded. 

In  the  vicinity  of  the  pancreas  the  danger  is  even  worse,  and 
manipulations  are  much  more  difficult. 

Out  of  about  a dozen  reported  cases— I speak  indefinitely, 
as  Kosinski’s,  at  least,  is  doubtful— two  died,  though  neither 
of  these  were  recent.  Several  were  believed  to  be  cysts  of 
other  organs — von  Hacker,  Heinricius,  etc.,  “ovarian  cysts,”  _ . 
De  Wildt  “hydronephrosis” 7— and  the  final  sten/taken  when  U U! 
it  was  too  late  to  do  anything  else.  For  partiaUexcision  of 
the  cyst  is  questionable,  though,  out  of  8 cases,  the  3 deaths 
all  occurred  over  ten  years  since.  I am,  however,  exceed- 
ingly sceptical  about  the  completeness  of  these  reports.  To 
my  knowledge  more  than  one  fatal  case  has  not  been  pub- 
lished. Sir  Spencer  Wells  removed  a pancreatic  cyst  in  1877, 
and  I made  a post-mortem  examination  a few  days  later. 

Death  was  from  sepsis,  not  from  haemorrhage.  A portion 
of  the  base  of  the  cyst  was  left  on  the  body  of  the  pan- 
creas.8 

Thus  some  bold  surgeons  have  succeeded  in  extirpating 
more  or  less  sessile  pancreatic  cysts,  nor  will  I deny  that,  for 
reasons  some  of  which  have  been  given,  their  operations  in 
particular  were  justifiable.  Certainly  they  were  triumphs  of 
skill.  In  general,  however,  I consider  that  when  a pancreatic 
cyst  is  distinctly  sessile  extirpation  is  unjustifiable,  and  it 
did  not  seem  advisable  in  my  case.  The  base  was  very  broad. 

A fistula  is  not  a very  serious  after-result,  yet  it  seems  about 
the  worst  likely  to  occur  if  drainage  be  properly  managed. 

Nor  do  such  cases  suffer  after  the  fashion  of  patients  with 
biliary  fistula. 

Drainage  and  its  Effects. 

I determined  therefore  upon  thorough  drainage,  with  pre- 
cautions. It  may  be  asked  why  a pancreatic  cyst  should  be 
touched  at  all . The  chief  reason  for  operation  is  that  fatal 
rupture  may  otherwise  occur  (Boeckel).  In  Dr.  T.  Savill’s 
case  the  precise  nature  of  the  disease  was  doubtful.  Fatal 
haemorrhage  is  not  unknown  (Bdcourt).  Reddingius  related, 
in  1892,  a case  of  fatal  peritonitis  from  sloughing  of  the  cyst 
and  escape  of  its  contents ; and  here  the  patient  was  like 
mine,  an  active  young  girl  exposed  to  injuries.  Again,  the 
cyst  may  become  of  inconvenient  size,  as  in  Martin’s  case 
left  alone  for  seventeen  years. 

Lastly,  experience  shows  that  incision  and  drainage  per- 
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formed  with  ordinary  precautions  give  almost  uniformly  good 
results.  Out  of  about  70  published  cases  of  incision  and 
drainage  only  5 died,  excluding  1 of  Pearce  Gould’s  cases 
that  lived  four  years  afterwards,  when  cancer  appeared. 

Hartmann’s  died  in  six  weeks  of  cancer,  which  must  have 
existed  at  the  time  of  operation.  Richardson  lost  a case 
from  perforation  of  the  stomach  six  months  after  operation ; 
it  was  of  traumatic  origin.  Reeves’s  patient  died  of  a low 
fever  of  uncertain  origin  nearly  five  months  after  incision. 

Durante’s  case  does  not  come  strictly  under  this  head 
as  part  of  the  base  was  detached  at  the  operation. 

Bull’s  patient  was  diabetic,  and  he  did  the  operation 
in  two  stages.  The  recovery  of  over  60  cases  is,  I admit,  re- 
markable. Some  at  least  of  these  pancreatic  cysts  bear  not 
only  secondary  cysts  but  also  distinct  glandular  elements  in 
tbeir  walls.8  An  ovarian  glandular  cyst  would  only  be  made 
worse  by  such  treatment.  The  truth  remains,  however,  that  / 
drainage  cures  pancreatic  cysts  for  reasons  which  I havo  on 

ir.  a^piiir.  t.Viig  oimninff  The  cyst  in  my  case  was  fa  ?l  t> 
small  after  it  had  been  tapped,  and  needed  no  trimming  as  , 

in  Bernard  Pitts’s  two  cases.  The  precautions  which  I took  . 
to  avoid  fouling  of  the  peritoneum  and  to  fix  the  cyst  securely  ’ ' 
have  been  sufficiently  described,  and  I need  not  dwell  on  the 
dressing.  Sulphurous  acid  is  a very  good  stimulant. 

The  contents  of  the  cyst  were  certainly  mixed  with  broken- 
down  constituents  of  blood  and  something  like  tyrosin, 
and  the  discharge  remained  very  composite  for  a few  days, 
then  pure  pancreatic  fluid  escaped,  as  has  been  observed 
before ; later  on  the  natural  secretion  was  fouled  with  pus 
from  granulations.  The  elements  of  blood  are  common  in  old 
cysts  in  any  region,  and  do  not  necessarily  imply  in  this  case 
that  the  disease  was  primarily  an  effusion  of  blood. 

Although  my  patient  had  a very  tender  skin  and  was  worried 
with  urticaria,  the  flow  of  pancreatic  juice,  fairly  free  at  one 
time,  never  set  up  irritation  of  the  surrounding  skin,  though 
it  ran  from  June  till  about  the  first  of  October.  In  some 
cases  the  discharge  remains  bland  for  several  weeks,  and  then 
becomes  irritant  (McPhedran),  probably  because  it  is  at  first 
diluted  with  serum  or  blood,  and  later  becomes  charged  with 
an  extra  strong  proportion  of  digestive  principles.  In  cases 
like  my  own,  though  the  discharge  was  pancreatic  fluid,  and 
was  amylolytic,  it  must  have  been  too  weakly  charged  with 
those  principles  to  damage  the  skin. 

Notes  and  Refjjeences. 

1 Eine  Pankreascyste,  Centralblatt  fur  allgemeine  Patholor/ie  u.  pathol. 

Anat.,  vol.  iv,  1889,  p.  449.  This  cyst  was  accidentally  found  at  the 
necropsy  of  a woman,  aged  76,  who  had  died  of  bronchitis.  It  sprang 
from  the  substance  of  the  tail  of  the  pancreas.  The  wall  was  “tough 
connective  tissue,  poor  in  cells,”  and  the  cavity  contained  blood.  2 The 
surgeon  must  remember  that  when  writers  speak  of  the  stomach,  colon, 
etc.,  lying  “on”  a pancreatic  cyst,  they  mean  that  these  viscera  actually 
form  part  of  its  capsule,  as  the  colon  does  in  a large  renal  cyst.  3 I have 
taken  the  above  quotation  from  the  author’s  own  report  (“  Kyste  I16- 
matique  de  l’abdomen,  situd  entre  le  pancrdas  et  l’estomac  : laparotomie, 
mort,  autopsie,”  Mdrigot  de  Treigny,  Bulletins  de  la  Sod6t6  Anatomique  de 
Paris,  vol.  ix,  4th  series,  1884,  p.428.)  4 This  remarkable  case  was  im- 

perfectly reported  in  Italian  and  German  journals.  Professor  Durante 
kindly  sent  me  his  original  memoir  (see  Bibliography).  At  a point  where 
an  attempt  had  been  made  to  detach  the  cyst  from  the  pancreas,  “ si  vede 
pendere  in  corrispondenza  del  dotto  Wirsungiano  un  corpo  rotondo 

riconoscibile per  l’avanzo  di  un  ascaride.”  15  In  von  Hacker’s  case, 

where  much  sloughing  followed  drainage,  the  process  probably  began 
before  the  operation,  where  the  cyst  walls  were  found  very  friable  and 
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the  cavity  full  of  broken-down  material.  c The  report  of  this  successful 
case  will,  Mr.  Gould  informs  me,  be  duly  published.  7 The  true  nature 
of  the  cyst  was  not  recognised  until  it  was  drawn  out  of  the  operation 
wound,  and  the  tail  of  the  pancreas  was  seen  to  run  into  its  base.  8 In 
his  last  work,  Diagnosis  and  Surgical  Treatment  of  Abdominal  Tumours, 
1885,  Sir  Spencer  Wells  writes  (p.  206) : “ But  pancreatic  cysts  must  be 
very  rare,  as  I have  never  seen  one.”  He  informed  me  afterwards  that 
he  had  made  an  oversight.  9 In  a case  where  Mr.  Bernard  Fitts  drained 
after  incision,  the  cyst  was  actually  multilooular.  One  cavity  contained 
calculi.  Mr.  Pitts  kindly  informed  me  (October  12th,  1897)  that  a sinus 
remained  for  a few  months,  but  ultimately  closed. 
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